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ABSTRACT 

The manual details behavioral and developmental 
assessment procedure, treatment techniques and method of planning 
home training programs for mentally retarded children. Focus is on 
normal preschool development up through 5 years of age. Aims are to 
help the child function at maximum level by providing practical 
suggestions to parents for stimulating the child* s development 
(behavioral and perceptual motor skills in particular). Discussed are 
selection of families for home care services and assessment 
rationale. An extensive assessment battery is presented as a basis 
for treatment planning, utilizing techniques of occupational therapy. 
The battery, with a graduated rating system, encompasses six skill 
areas', basic senses and functions, perceptual motor, fine motor, 
gross motor, behavioral, and daily living activities. It applies to 
children functioning from 3 months to 6 years of age. Methods of 
planning training programs, specific techniques, progression of 
skills, and equipment are discussed and four sample occupational 
therapy home programs presented. Appendices include samples of 
completed assessment and treatment forms, the rating scale applied to 
several specific activities, and more sample home programs. The 
assessment battery is also published separately (See EC 033 394). 
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PREFACE 



This manual describes a behavioral and developmental assessment- procedure, 
treatment techniques and a method of planning treatment. It was prepared 
originally to complement a series of two week courses on "Home Care and 
Management of the Mentally Retarded Child, " sponsored by the Canadian 
Association for the Mentally Retarded. The courses were attended by social 
workers, mimes, teachers, psychologists, occupational therapists and other 
professional personnel from across Canada, Much of the material in the 
manual is, however, applicable not only to home care, but to institutional 
and school settings as well. 



The focus is on nor mal pre-school development up to and including 
chronological age five. Application, however, can be developed for the 
mentally retarded up to fifteen years chronological age. Naturally, 
activities suitable for a fifteen year old and a five year old will be 
different, however, activities can be adapted to suit specific purposes, and 
several different activities can be utilized to develop any one skill. 

Although the focus of this manual is the mentally retarded child, much of 
the content, theories, treatment techniques, and the assessment procedure 
itself are applicable to assessment and treatment of pre-school atypically * 
developing children from many diagnostic categories (e.g. physically 
handicapped, emotionally disturbed, sensory handicap) , 



In each case, the treatment will focus on the specific characteristics of 
the child's handicap and the specific treatment procedures incorporate the 
method of treatment planning which is outlined in the manual. 
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FOREWORD 



Home Care, "family strengthening" and associated services for pre and 
early school age children with deveD opmertai handicaps are beginning to receive 
increasing attention. This is in recognition of the growing evidence relative 
to the importance and influence of environmental factors. 



This man ual arose out of direct experience in developing training programs 
in Home Care. It represents an attempt to organize and condense pertinent 
information relevant to home care and management of mentally retarded children. 
"Assessment", per se, has traditionally been an area strictly reserved for the 
"Professional" person. The manual attempts to describe a flexible method which 
can be utilized by the volunteer and parent as well as the broad array of pro- 
fessional people involved in assessment and treatment. 

This is among the first publications of the National Institute on Mental 
Retardation. 

The Institute is the newly developing training, research and national 
information arm of the Canadian Association for the Mentally Retarded. It will 
be housed in a separate building situated on the campus of York University, 
Toronto. 

The primary functions of the Institute concern research utilization 
(translation and application of theory into practice), meeting the manpower 
(personnel training) needs, and serving as a central .information, consultation 
and program development resource on a national basis. By virtue of its 
activities and working relationships with institutions of higher learning 
including other research ar>.d service oriented organizations representing both 
the public and private sector and the Canadian Association for the Mentally 
Retarded network of Provincial and Local Associations throughout Canada, the 
National Institute on Mental Retardation will strive to jointly generate 
increased efforts toward combating the problem of Mental Retardation. 

The leadership and contribution of the Author, Mrs. Shirley G.. Vulpe, is 
gratefully acknowledged. The generous support of the International Ladies 
Garment Workers Union, Department of National Health and Welfare and the 
Associations for the Mentally Retarded have made it possible to conduct a 
series of courses in Home Care, and will ensure optimum utilization of this 
manual in the future. 



A test battery accompanies this manual. 
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INTRODUCTION 



AIMS 



Mental retardation is a primary health problem in the world today. When a 
child is diagnosed as being retarded, he becomes a part of this problem; he 
is different and his needs are special. The role of those who work in the 
field of mental retardation is to help these children in every way possible. 
This includes helping the parents with the difficult task of raising a special 
child to live as full and happy a life as possible. A home care program 
offering support and practical suggestions to the parents about the care and 
management of the retarded child in the home is one of the ways in which 
medical and paramedical professionals can fulfill their role. 

The aims of this type of program are: l) to help the parents and the child 
function at the maximum of their abilities by providing support and home 
programs in an attempt to reduce the effects of the handicap upon the child, 
so that he may live happily within our social system with the best possible 
integration. 2) to help the parents with the care and management of the 
child while he is young, thus attempting to prevent later maladaptation 
occurring as a result of early mismanagement. 3) to reduce the frustration 
of parents who want to provide what is best for their child through reaching 
and counselling about the special techniques which may be required of them 
to meet the needs of their retarded child. 



These aims may be further delineated by talking in terms of ego support for 
the parents and of supporting ego development in the child. 

1) PARENTS - We attempt to provide ego support by a) emphasizing their 
actual achievements, bj providing success experiences for them 

in their interaction with the child, and c) teaching them to 
understand the child' s developmental pattern in terms of concrete 
activities. 

2) CHILD - We attempt to support ego development by a) providing an 
environment adapted to his needs, b) providing reinforcing 
relationships, c) providing standards and expectations appropriate to 
his developmental level, and d) assuring that these standards and 
expectations are meaningful to him, thus allowing him a sense of 
personal control within his environment. 



RATIONALE 

Home programming attempts to achieve the above aims by beginning the parent- 
child involvement as early as possible, using available knowledge of growth 
and developmental patterns and learning theory, teaching and demonstration sessions 
with the family, progressing gradually, and reviewing periodically to insure 
that the child's basic needs are being met. 
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The nature and severity of mental retardation will depend on the extent' and 
location of the central nervous system damage,, Thus, all planning should be 
based on thorough expert medical assessment and developed through use of all 
relevant resources. 



That the first few years of life provide the foundation upon which all further 
learning develops in social, emotional and intellectual areas, is well documented. 
Therefore, adequate and appropriate training while the child is young and at 
home may be consraerei as preventive medicine if it will help to alleviate 
problems of adj us tment -5 during later years. Therefore, effective treatment implies 
early casefinding and immediate programming,, In addition, the provision of 
help and guidance to parents during the initial phases of adjustment to their 
child’s disability reduces the development of inappropriate methods with and 
attitudes of the child 0 



Both the stages and the plateaus of development are considered in planning 
activities o An approach which follows developmental stages is used because 
it offers the most logical sequence of activities in all areas of living. 

The stages are common, in one form or another, to all children* however, 
in atypical development it is not the developmental sequence which is different, 
but the rate and pattern of development. Thorough assessment will reve§£J. 
this rate and pattern, including the strengths and! weaknesses of the child's 
performance. In programming, the Strengths are emphasized to reduce weaknesses 
as long as the deficient or weak areas have not been developed to maximum 
potential, thus contributing to the child’s future pattern or raise' of development. 



In normal development the transition from one stage to another is not always 
easily detected. On the other hand, the time between stages may be more prolonged 
with a child whose development is delayed. This should be explained to the 
parents* and it may be necessary, over a long period of time, to provide them 
with different activities which offer a variety of stimuli at the same 
developmental level. Normal development proceeds from one simple learning 
task to a somewhat more complicated skill related to the initial learning. 

Once again, when development is slow, this progression from the simple to the 
complex is more gradual and parents may require special guidance in this area. 



The provision of concrete suggestions and activities at the developmental 
level of the child within the home environment enables the parents to optimally 
challenge the child. This provides an early environment in which the child can 
be successful and contribute to himself and his family in a positive way. 

Thus it is hoped the child will have the foundations required to meet the ever- 
increasing demands of society before he enters school. 

There are three principle.: derived from learning theory which are considered 
to be most influential in determining what and how much is leamed3. l) Learning 
takes place as a function of reward or reinforcement. 2) One learns what one 
does. 3) Learning takeeiplace when there is a purpose for its taking place. 

The design of programs to •beach either parent or child incorporates these 
principles and includes activities which will be successful, which can be done, 
and for which a purpose is perceived. 



Learning is a step-by-step process and therefore all activities described in 
this manual reflect a step-by-step approach. At times this involves an attempt 
O to br^grtc each activity into its component parts and to teach it part by part. 
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The demands for adjustment to our society are the same for the mentally retarded 
as for aiy individual. All the basic needs must be met. The retarded person 
must experience love, acceptance and success in order to develop a healthy 
image of himself. He must receive appropriate schooling and education, and there 
must be a place for him in the adult world. The difference for the retarded 
individual is, of course, his handicap. This affects not only his ability to 
adjust to the environment, but also, the environment's ability to adjust to him. 

The criteria for adjustment may be the same, but it is sometimes difficult to 
meet the needs of a handicapped child, and so the means of achieving adjustmen 
will be different. Treatment and training attempt to provide methods for 
fulfilling basic needs for love, acceptance and success as well as for appropriate 
education and a place in the adult world. 

A review of related literature and consideration of the relationship of the 
retardate's abilities to community facilities available led to the emphasis on 
early home care and training for retarded children. This training, which includes 
social perceptual-motor skills, is fundamental to the future adjustment of the 
handicapped child. 

Appropriate social behavior is essential for the retardate, in order that he 
may remain in his community and develop his abilities accordingly. In^the home 
his behavior must be acceptable to the rest of the family and the immediate 
community. In school he must adjust to the group and follow the rules and 
reg ula tions of the educational system. If his present occtipation is going to ^ 
school, or employment in a workshop, he must arrive on time, get along with is 
co-workers, be able to tolerate frustration and work steadily with attention 
for adequate periods of time. Just as behavior may be the deciding variable 
between staying in the home or being placed in an institution; it can also e 
the deciding variable for achievement at the maximum level. 

Perception may be defined as the ability to recognize stimuli.. This consists 
of the recognition of stimuli in the sense organ and the identification and 
interpretation of these stimuli in the brain. There are mazy different types 
of perceptual abilities, some of these are: perception of space, size and 
shape, and perception of the body. Skill in perceptual tasks is imperative 
if the child is to obtain independence in daily living. For example, in order 
to put one ! s arm into a sleeve, one needs to perceive the arm, the arm in 
relationship to the sleeve opening and the sleeve in relationship to the blouse. 
Similarly, in a factory assembly line, the worker may be required to choose 
a specific piece to fit into a definite place within a specified period of 
time. 

Hayden^ 1 in his work on perceptual-motor training for retardates, using Goldman's 
Perception Tr aining Machine,#* points out that retardates are subject to perceptual 
dysfunction and that they often improve in their ability to function as a 
result of very specialized perceptual-motor tra inin g. 

In Ayres « ^,3,U, developmental sequence, of perceptual development, the last 
phase contains two areas provided, for in the tra inin g of all but the most 
profoundly retarded, namely, activitj.es of daily living and pr evo optional 
skills. As both skills are in the last phase of perceptual-motor development, 
skill in the earlier phases is a prerequisite for their accomplishment. 



Trainable retardates are generally described as ultiinately developing to the 
intellectual level of a seven year old. Jean Ayres' - scheme shows how much, 
of the development, proceeding at its slower rate in these children, falls in 
the sensory-motor field. Laura Lehtinen also describes the learning demands 
of the first three primary grades as perceptual, integrative, and mnemonic in 
nature rather than conceptual. Therefore, the therapist must bear in mind that 
if the intellect of a retardate is to develop to the level of a second grader, 
much of his academic learning will be based on perceptual skills. 



A retardate, if he is to be independent, must learn to recognize certain words 
such as DANGER and EXIT. He may not have the conceptual ability to learn to 
spell the words, but he will be able to learn to recognize the word by its 
specific shape, the color of the background and the places it is usually 
seen. 

The motor component in the perception-motor complex involves having the motor 
ability to act on what you perceives stop on the danger sign, go out at. the 
exit sign, put the arm in the sleeve and place the pieces in the hole within 
the required period of time. 

Thus, the importance of physical activity geared to improve motor strength, 
skill, accuracy and coordination is essential to the total development of the 
retardate. Failure to bring a retarded person to his best performance level 
in perceptual and motor skills might undermine his capacity to master skills 
for which he has the potential and could disadvantage him emotionally as well 
as intellectually. 





Of 



-‘‘11 



SELECTION OF PARENTS AND CHILD REN 
FOR~ HOME CARE SERVICES 

The selection of families for home programs should be on a highly individual 
basis and depends very much on the facilities and medical P^s°nnel in 
respective area. Home care programs are ideally g;eared to the pre- 
child? however, this presupposes that physicians will diagnose and refer c en 

at a young age and that there are appropriate school facilities available when 
the child is eligible to attend school o In many communities, therefore, it may- 
be that pre- school will be a figure of speech having nothing to do with age and 
a great deal to do with the lack of appropriate facilities and programmes. 

In these instances home care programs may involve a group having a wider age 
range. It is of interest to note that in some areas parents have formed 
cooperative nurseries in an effort to deal with the problem. Multi-*:! v 
handicapped children can, of course, receive home programs, but may also require 
specialized medical attention for other disabilities. 

In the majority of cases, the selection of families for home care programs xs 
primarily a matter of judgment and timing as to what is most needed, and the 
availability of appropriate treatment. The decision should be the result ox 
informal interviews with the family. It is important to ask parents what they 
would like to know about their child and/or what they would like to do for their 
child. Possible alternatives can be presented while encouraging the. family 
to present their opinions. If parents fail to recognize things considered vital, 
the interview should allow sufficient time for discussion and clarification. 

It is very important when working with families to realize and respect the fact 
that the majority of parents do the very best they can in view of their part 
circumstances. Therefore, the assuming of responsibility for matters over which 
parents have no control should be avoided during the interview. 

Responsbility is a process of mutual concern and energy and it should be pointed 
out that the professional worker is as susceptible as anyone else to shirking 
responsibility. Encouragment, and reinforcement of the fact parent is 

the first "teacher", and as such spends the majority of hours with the child, 
should be emphasized. A spirit of teamwork between parent and professional 
will result in the application of methods and techniques of home care most 
suitable and beneficial to all concerned. 

If there is any blame to be placed, perhaps it is the professionals and not the 
parents who should be shouldering that blame. For too many years we have been 
satisfied with only a few hours a week of treatment, concentrating on our books 
and hospitals 9 and ignoring the fact that it is the parents who s P® n os 
every w akin g hour with the child. Realistically speaking then, and keeping 
the ultimate happiness of the child in mind, it makes better sense to try an 
teach the parents to understand and use all the available knowledge about care 
and management of the retarded which could be pertinent to their child. 

This is not to say that home care is a panacea. Naturally, it is most effective 
in the case of healthy, interested parents who require mimmum^time and energy 
from the professional working with them. Of course there are disturbed parents 
of retarded children who require more intensive and more specialized e i p ______ 

home care would ordinarily provide. There are also retarded^ children , 

retardation and/or behavior disturbance xfhich would make home care an impractical 

ERJC >m of treatment * g |,1 < ^ 
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SETTING AND STAFF 



Plans for setting up home care services will vary from community to community 
depending on the needs of the area and the availability of appropriate medical 
and para-medical personnel. Two possibilities would be to provide family 
consultation and home programming through local or traveling mental health units, 
or to establish home care volunteer services under the supervision of medical 
personnel in areas where there is a shortage of professional personnel. An 
example of the incorporation of home programming into a treatment setting is 
provided by the following explanation of the setting in which this approach was 
conceive do 

The Montreal Children's Hospital is a large urban teaching hospital associated 
with McGill University. The Pre-School Treatment Tfriit consists of a multi- 
disciplinary team working with a pilo.t research project for the assessment and 
treatment of pre-school mentally retarded children. It is a branch of the 
Mental Assessment and Guidance Clinic which serves mentally retarded children 
as a part of the Department of Psychiatry. The Occupational Therapy Department 
is one of the many paramedical departments. It has seven therapists treating 
patients with all types of childhood diseases and disabilities. The Occupational 
therapist responsible for treatment of mentally retarded children is a member 
of the pre-school treatment team. 

A multi-discipline team was chosen for the Pre-School Treatment Unit in order to 
cover treatment and training from several points of view. The initial team 
consisted of a director with educational and social work background, two part- 
time psychiatrists, a consultant pediatrician, two social workers and two part- 
time nursery school teachers (one English speaking and one French speaking) 
a psychologist and an occupational/physical therapist. 

It was felt that each member of the team would have a role in the assessment of 
the children, while treatment and training for the children were to be provided 
by the nursery school teachers, the occupational therapist and an organized 
volunteer program. 



The nursery school teacher provided home programs for the children in the nursery 
group. The volunteers, supervised by a social worker or psychiatrist and an 
occupational therapist, provided home programs for children i-ef erred to the 
volunteer program. Home programming was one of several different types of 
treatment offered by the occupational therapist. The roles of the nursery school 
teachers and the occupational therapist were different in that the teacher vrorked 
with trainable retarded children between 3 and 6 years of age who could benefit 
by participation in a group program. The occupational therapist worked with 
children between 3 and 6 years of age who could not participate in a group 
program because of behavior, perceptual -motor or sensory deficits. She also 
saw the younger retarded, from birth to 3 years of age. 



The increase of individual case loads, awareness of unmet needs, untapped abilities 
of the parents and the success of the volunteer program prompted the development 
of programs to helx> parents with the home management of their children.; Home 
programming was both a means of carrying a. larger case load per therapist and a 
means of teaching parents what they wanted and needed to know. The example the 
volunteer program demonstrated that this type of planning was possible even Jith 
limited time available for supervision. 
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ASSESSMENT FOR TREATMENT 



ASSESSMENT RATIONALE 

Planning treatment programs for the retarded child involves a comprehensive 
and complete assessment of the child, his family and his home, _ This includes 
establishing a diagnosis and determining the level of retardation, in addition 
to considering family dynamics and social situation. This type of information 
is provided by the pediatrician, psychiatrist, psychologist and. social 
worker . 

If the child fits the occupational therapy criteria for home programming he 
is assessed with the view of providing treatment. The assessment procedure 
is a battery which has been designed to l) organize all material available from 
previous assessments. 2) evaluate the child's optimal performance in basic 
'skills in all relevant areas of development, 3) determine the circumstances 
under which he functions at an optimum level and U) indicate treatment aims 
and methods. 

This assessment battery is presented at the hospital, but it is complemented 
by a home assessment for those children presenting management problems in the 
home « 



ASSESSMENT OF THE HOME ENVIRONMENT 

Assessment of the home environment complements the knowledge gained from_ 
the skill assessment and is necessary if the program is to be realistically 
geared to the needs of the family. This assessment helps the worker pian^ 
recommendations for activities to be carried out in the home and by the family. 
Home assessment involves looking at the physical and emotional setting_ in the 
home and coordinating this information with any otherj information aboutiuohe 
family which is available from, other sources, - • 

The four areas which will have the most effect on home programming are 
discussed below. They are the daily routine, the structure of the household, 
the equipment in the house for the child and family, and the behavior of the 
child in the home setting. • .Xi-- ' r ! -v-f.-ir--: = : 

Assessment of the daily routine can indicate where the emphasis in treatment , r 
is needed. This is accomplished by asking the parents to review a typical^ . 
day from the time they get up *until they go to bed, with emphasis^ , ^ ^ 

schedule of the child in question. : It is very important to see ^x^l£ : the basic 
needs of both the parents and the child axe. being ‘considered within^ the 
dai ly routine. Are they getting enough sleep* enough toveat^f enough emotional 
gratification? These basic needs must be met before home programming can be 
considered. Some other questions which might be asked in assessing the daily 
routine ares How budy is the mother ? , How many children are _ there ? How much 
of the mother * s time is spent with the child? How much of the day is^the^ 
required to arouse himself? Does the mother have any free time? How flexible _ 
or inf l exib le is the Routine? Does the child have any preferred type ox activity. 
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It is important to assess the structure of the household if the child is having 
difficulties adapting to his environment, as this will help identify the cues 
necessary to help modify the environment. Assessing the structure involves 
looking at the house. How many rooms are there? Are there separate bedrooms 
for children and the parents? Do things have their place? What is the arrange- 
ment of the rooms and belongings? Is th^ environment over or under-stimulating 
for the child at his level of functioning? How does the child fit into the 
household environment? Is he disrupting or does he follow the routine and 
rules adequately? 

Looking at the equipment and toys in the house will help determine if any 
changes or additions may be suggested to help with the child in the home - 
Seeing if the family has toys and furniture appropriate to the needs of the 
child is important because toys that are too hard or too easy for the child 
can cause difficulty, as can lack of beds or appropriate chair and table 
facilities,, 

In conjunction with the assessment of work habits and behavior of the child 
during testing, it is important to look carefully at the child* s behavior 
in the home environment in order to make appropriate recommendations or to 
give appropriate support to the parents in the area of behavior management. 

This assessment is best done by observing the child and the mother in the 
home and through informal discussion with the mother. 

Questions which will require answers ares Is the child well behaved or is 
he unmanageable in the home? What are the behavioral manifestations of the 
child's mental age? Is the behavior typical or is he reacting to a visitor? 
Does the mother set limits on the child's behavior or does she try to ignore 
it or make allowances for it? Is the mother capable of setting limits or is 
she too angry or guilty about the child? Are the limits set on the child 
realistic in view of his mental age and the environment in which he lives? 

All of the information gleaned from this assessment shculd be combined with 
that obtained from the skill assessment and the information available from 
other sources in order to plan the most feasible and. realistic help xor the 
parents in the care and management of their child at home. 

ASSESSMENT BATTERY 

The battery is a method of assessment on which to base treatment planning, 
utilizing the techniques and procedures of Occupational Therapy. It was 
developed over a four-year period and includes' an assessment battery and a 
graduated rating system. The assessment is a too3. designed for acquiring 
and organizing the information felt to be necessary for occupational therapy 
for any childhood disability. The rating system aims at providing both the 
delicate measurement of performance necessary to teach skills and also a 
method of communicating this information which facilitates continuity and 
transferability of treatment procedures. 

The assessment proc4$tire is a battery for children from 3 months to 6 years of 
age. The essential feature of assessment is its adaptability to the needs 
of the child and of the person administering the test. This flexibility is 
inherent in the battery. It allows the examiner to achieve his basic aims by 
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systematically adapting himself, the environment, the media and the presentation 
of the task to the needs of the child, and by noting the environment or teaching 
approach which elicits the best response in the child. Organization of the material 
is achieved by dividing the assessment items into sections, which provides a 
means of reordering the information in a form readily available for planning 
programs » 

Part of the battery is original in design; however, the complete form was achieved 
by ut il iz in g and adapting aims and techniques from many other assessment procedures, 
(See references h3 - 53) 

In designing test items an attempt was made to eliminate motor, and ver bal 
contamination from each activity because of the young age and the variety of 
disabilities of the children to be tested. The battery is divided into six 
areas of skills encompassing the major areas of child development; 

1, Basic Senses and Functions 

2, Perceptual-Motor 
3 o Fine Motor 

Uo Gross Motor 

Activities of Bally Living 
6 . Behavioral 

'•Gross Motor, " "Fine Motor, « and "Activities of Daily Living" are listed under 
age levels. The age levels are obtained from the standardized norma of the 
tests from which the items were compiled. Although they have not been validated 
in their present format, which limits their accuracy, they provide a rough 
basis of comparison of the levels of function in different skill areas, Ihis 
helps the worker to select activities at appropriate levels, since most reference 
material uses age levels to classify equipment, toys, and activities, 

"Basic Senses and Functions" includes items to test visual, auditoiy and tactile 
sensations, reflexes, muscle strengths, coordination, range of movement, and 
balance, 

"Perceptual-Motor" items include the development of perceptual skills through 
visual, au di tory, tactile and kinesthetic sensations as well as body image, 
early concepts of numbers and objects, and-or dentation in space and time. 

There are no age levels because there is very little information available 
about the early (before 5 years) development of perceptual— motor skills. 

The perceptual— motor skills are included in such detail because of the basic 
role they play in the development of all skills and because the author has 
been unable to find any other test for pre-school children organized around 
perceptual skills. 

"Gross Motor" items in clude the sequential development of the use of large 
body muscles from infancy to 8 years. Included are such items as rolling 
over, sitting, standing, walking, and running. These items are complete to 8 



years of age because this one area of higher level skills can be used for comparative 
purposes if a child is accomplishing all other items at the 5-year level. If 
the child can also accomplish items in gross motor skills at an 8-year level, 
this might indicate higher potential than 5 years and provide the cue needed 
to refer him for further psychological or medical evaluation, 

“Fine Motor" items include the chronological development of small muscle 
movement with emphasis on the arms and hands. Included are such items as 
reaching, grasping, and the use of toys and tools, 

"Activities of Daily Living" include age level development of skills in the 
area of toilet and grooming, dressing, feeding, ana play, 

"Behavioral" items include the skills which constitute satisfactory work 
habits and behavior responses free from manif estai: ons of behavior disturbances. 

An assessment of work habits and behavior responses, however subjective 
it may be, is essentia], to treatment planning as it provides vital information 
concerning ways of approaching activities with the child, as behavior can affect 
the child's performance in all other skill areas. 

The items on the assessment have not been standardized, as the assessment is 
not a diagnostic tool, but rather a device for obtaining and organizing the 
information necessary to plan individualized treatment programs. 



ASSESSMENT APPARATUS 



Educational tpys have been chosen to assess many items in this battery because 
of their large appeal to children and the variety of ways in which they can be 
used. The items in this test have not been standardized and therefore it is 
not necessary to use exactly the same books or toys as are mentioned. There 
are many others which will serve the same purposes. 

For example, the books used have been chosen because they contain pictures 
of activities familiar to children. Washing, dressing, going to bed, playing 
with toys and eating are activities to which most children are exposed, regardless 
of their background or culture. Therefore, another book with the same kind of 
pictures would serve the purpose just as well. 



Another example is the bubbles. These have been used in the assessment of ' 
eye following because they seemed to elicit the best response from the majority 
of children, as well as being the most easily controlled by the examiner. However, 
others may find a shiny object or a pom pom on a string more useful. Again, it 
is the skill of eye following that is essential, not the activity performed 
as a result of the skill, 

A final example is the puzzles - again the* fruit puzzles’ 1 are chosen because 
most children know about fruit - and the same for the "milkman". Therefore, other 
puzzles of the same type and number of pieces, using objects familiar to children, 
would show whether the child can recognize shapes and do a single inset puzzle, 
or if he can do a lU-piece puzzle using objects and. colours as cues to success. 
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The make rs of the toys are listed; however, many toy manufacturers produce 
similar toys which would serve the same purpose. 

The graded Montessori cylinders, the peg and ring set, the barrels, the 
puzzles and the stacking cups were all chosen because they are self- correcting; 
that is, if the child is aware of size or shape he will be able to see when he 
has made a mistake with these toys and can correct it himself. 

The possibility of changing the toys used adds flexibility to the test; however, 
it is important to realize that using the same items to test the same things 
is advisable if possible. This is because it is the only real way to compare 
the performance of different children with similar problems. Nevertheless, we 
must also try not to defeat the purpose of the assessment. We are interested 
in learning what skills the child possesses, what toys or activities he prefers, 
and the maim er of presentation from which he learns the most. Therefore, if the 
child will not respond to the toys listed here, others should be used involving 
the same skills. 

The assessment battery includes a list of all the equipment UBed as well as the 
make of all toys and equipment. All of the educational toys have been ordered 
from either of the two following suppliers: 

1. Moyer Division, Vilas Industries Limited, 

130 Bates Road, Montreal 8, P.Q. 

(with Branches in Moncton, Toronto, Winnipeg, 

Saskatoon, Edmonton and Vancouver) 

2. Brault & Bouthillier Ltd., 

203 est. Avenue Laurier, Montreal lU, P.Q. 

Hie publishers of the books are listed with the equipment. 

Copies of all sheet material have been included with the battery. 

The " diam ond” form and the stencils can be made from cardboard or wood. The 
stencils are placed to one side of the board, leaving room to hold the stencil 
with the non-dominant hand. The dimensions are as follows: 

7 3/U" long 1 k" wide, each side kh" 

£3g«* in diameter, cardboard 12" x 8" 

£3g" in diameter, cardboard 12" x 8" 

£3g" long i$g" across, 1" wide 
cardboard 12" x 8". / 

The pellets are made in the dimensions stated from plasticine or play dough. 

One final piece of apparatus is the Cerebral Palsy Kindergarten chair. This is a 
small chair with aims and a tray which can be attached to the chair after the 
child is sitting down. This is available in Montreal from the Cerebral Palsy 
Association of Quebec Inc., 3015 Sherbrooke Street West, Suite 217, Montreal 6. 

If you cannot obtain chairs from local Cerebr ail Palsy Associations you may write 
the Montreal Gerebral Palsy Association for a picture and dimensions. 
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1. Diamond form 

2. Circle stencil 

3. Square stencil 
2u' Cross stencil 



